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L 000 INITIAL COMMENTS L 000

 This was a Federal and State hospice complaint 

survey.

Complaint # IN00134853 - Unsubstantiated: Lack 

of sufficient evidence.  

Facility number:  9088.

Survey dates: August 22, 23, 1013.

Medicaid vender number: 200121780A. 

Surveyor:  Janet Brandt, RN, PHNS.

Harbor Light Hospice was found to be in 

compliance with IC 16-15-3 and the Conditions of 

Participation 42 CFR 418.56 Interdisciplinary 

Group, Care Planning, and Coordination of 

Services and 418.106 Drugs and Biologicals, 

Medical Supplies, and Durable Medical 

Equipment as related to this complaint.
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